There is growing evidence, however, that the prevalence of CHD is increasing in China, Hong Kong, and Taiwan.4 11 Risk factors for CHD are also increasing in China in both rural and urban areas.'" In Hong Kong, CHD is the second major cause of death (after all cancers combined) and although age specific mortality rates for CHD appear to have levelled off in the past 10 The methods of identification and recruitment of subjects have been described in detail in a previous publication.2' In brief, these were as follows:
Chinese adults All Chinese aged 25-64 years and normally resident in Newcastle upon Tyne were eligible to participate in the survey. The sample was initially identified using a name analysis22 23 of the family health services authority (FHSA) register. Students in halls of residence were excluded because most Chinese students in Newcastle were from overseas and not normally resident in Newcastle. The amended lists were sent to GPs for checking against practice age-sex registers.
In addition, because we aimed to recruit all Chinese adults in Newcastle, the survey was widely publicised throughout the Chinese community through radio, television, newspapers (English language and Chinese), and posters. The Chinese Health Link worker, the main Chinese community organisations, and others working with the Chinese community were all informed of the survey and asked to encourage participation. Chinese subjects were recruited and screened between June 1991 and March 1993. Subjects identified from the FHSA register were sent a letter giving information about the project, followed by a letter with an appointment for screening. Nonresponders were sent a reminder letter and, if they did not make contact, were followed up by telephone or by home visiting on up to three occasions.
Subjects who were not on the FHSA register and who responded directly to the publicity aimed at the Chinese community made appointments for screening either by telephone, or * This is the first population based survey of coronary heart disease and associated risk factors in a UK Chinese population. * Levels of coronary heart disease and associated risk factors are currently low in UK Chinese. * Chinese in China and elsewhere are experiencing an increase in coronary heart disease and associated risk factors. * Increasing risk of coronary heart disease in the Chinese migrant populations has been associated with increasing acculturation. * Health promotion strategies for UK Chinese are needed to maintain their currently favourable risk factor profile and prevent any potential increase in the risk of coronary heart disease.
UK) and after this date a DAX analyser was used (Bayer plc, Basingstoke, UK). The relationship between results for the two analysers are shown by the following equations where x = Cobas Bio and y = DAX results. Cholesterol, y = 1.02x -0.08 (r = 0.994); HDL cholesterol, y = 1.04x + 0, (r = 0.987); Triglycerides, y = 1.1 lx -0.02 (r = 0.998). The regression equations for the relationships between the two methods of lipid analysis were derived from analysing 46 clinical samples by both methods during a period of one week. Throughout the whole period the laboratory participated in an external quality assurance scheme which showed no changes in bias (inaccuracy) for cholesterol or HDL cholesterol during the study. The data for triglycerides confirmed the positive bias of the DAX compared with the Cobas Bio data, and therefore results obtained with the DAX were adjusted according to the regression equation. No external quality assurance for apolipoproteins was available but internal quality assurance was used throughout the study and no changes in bias occurred.
PHYSICAL MEASUREMENTS AND ECG
Height was measured without shoes to the nearest 0.5 cm and weight was measured with the subject lightly clothed to the nearest 100g. Waist and hip circumference were measured to the nearest centimetre at the mid point between the lower costal margin and the superior iliac crest, over the greater trochanters of the hips with the subject standing. Waist circumference was measured with the waist unclothed and hip circumference over the subject's underwear.
Blood pressure and pulse were measured twice after the subject had been seated quietly for at least 20 217 took part in the survey, giving a participation rate for subjects recruited from the FHSA register of 59% (54% for men and 64% for women). Respondents and non respondents from the FHSA register did not differ with respect to age and male:female ratio, the only variables for which we had information on non-respondents. A further 163 individuals, who were not on the FHSA register but who satisfied our entry criteria, came forward in response to the publicity campaign and took part, giving a final study sample of 380 Chinese subjects (183 men and 197 women). There were no statistically significant differences in age, male:female ratio, marital status, socio-economic status, educational level, and smoking status between FHSA and non-FHSA respondents. Mean levels of total serum cholesterol, systolic and diastolic blood pressure, BMI and waist/hip ratio were similar in both groups. The overall likely response in the Chinese is addressed in the discussion.
A total of 1260 invitations were sent to Europid population men and women aged 25-64 years. Three hundred and twenty six people were no longer resident at the address given on the FHSA register. Thus, 944 individuals (444 men and 500 women) received an invitation, and 625 (66.2%) Europid adults attended for screening: 310 men (response rate 69.8%) and 315 women (response rate 63.0%). Table 1 shows that Chinese of both sexes had a favourable lipid profile compared to the Europid men and women. Mean levels of total cholesterol, apolipoprotein A, LDL cholesterol, apolipoprotein B, and triglycerides were significantly lower in Chinese men compared with Europid men, and Chinese women compared with Europid women. The exception was HDL cholesterol which was not significantly different in the two ethnic groups.
PREVALENCE OF CHD AND RISK FACTORS
Systolic and diastolic blood pressure were similar in Chinese men and Europid men. Chinese men were significantly shorter and lighter than Europid men. They had lower mean BMI, and narrower waist and hip measurements. The mean waist hip ratio was similar in men in both ethnic groups. Chinese women were also significantly shorter and lighter than their Europid counterparts with lower mean BMI and significantly narrower hips and waists. Interestingly, however, Chinese women had a significantly higher waist hip ratio than Europid women.
The prevalences of hypercholesterolaemia and hypertriglyceridaemia were lower in Chinese than Europids in both men and women (table 2) . This difference was statistically significant for hypercholesterolaemia B 6.5 mmol/l, hypertriglyceridaemia and the total cholesterol:HDL ratio in both men and women. The prevalence of hypertension was not significantly different between Chinese and Europid men. In women the prevalence of hypertension was significantly higher in the Chinese Chinese men and women were half as likely to be overweight than their Europid counterparts (p<O.OOl in both sexes). Three times as many Europid men, and seven times as many Europid women were obese as Chinese men and women respectively (p<O.OOO1). Chinese men and women were less likely to be current smokers than Europid men and women. This was especially true of Chinese women, only 35 36 There were some differences in the methods used to collect the data in the Chinese and Europid surveys. In addition, the surveys took place at different points in time which raises the possibility of laboratory drift and changes in observer error. Ideally for the comparisons made here the surveys would have been conducted at the same time using the same methods. We have attempted to address these issues in a number of ways. For the measurement of lipids internal and external quality control checks were applied throughout the study period. These are detailed in the methods section and when the lipid analyser changed it was possible to correct for the small differences between the two analysers. In the case of blood pressure measurement, we undertook our own study to compare the automated Takeda machines with the standard mercury sphygmomanometer."7 For the measurement of anthropometric variables, we used the same protocols and undertook regular retraining sessions for all observers throughout the period of the study. Finally, the Rose angina questionnaire was completed by interview in the Chinese survey and by self completion in the Europid survey. We have been unable to find any published information comparing interview with self administration of the Rose angina questionnaire. We note that the questionnaire was originally designed for administration by interview but that Rose and colleagues also indicated that "with slight modifications it is suitable for selfadministration in literate populations. "28 In comparing risk factor levels, the caveat must be applied that the risk conferred by a certain level may differ between ethnic groups. This caveat is particularly important in the interpretation of the comparisons made in In the absence of population based data from Hong Kong we compared the Newcastle Chinese with the Chinese in Beijing, China, who were studied as part of the MONICA project' as this data is population based and was collected using a protocol similar to our own. Compared with Chinese in Beijing, the Newcastle Chinese appear to have higher cholesterol levels, but a lower prevalence of smoking and lower blood pressure levels.
Studies of Chinese populations in Singapore, Malaysia, USA, and Mauritius have demonstrated high levels of CHD and associated risk factors.'6 17 3 For example, Gerber and Madhaven4" found that Chinese in the USA had higher levels of mortality from CHD than Chinese in China, and that the risk of CHD increased with the length of residence in the USA. Chinese born in the USA were at higher risk than foreign born Chinese. 4 
